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A s the third most common cause 
of cancer-related death,1 colorec-
tal cancer (CRC) is a major 

public health problem in the United 
States today. The stage at which CRC is 
diagnosed has a significant impact on 
patient outcome, with later stages as-
sociated with high mortality despite the 
use of aggressive and costly treatments. 

For this reason, routine CRC screen- 
ing has been recommended for all 
individuals over age 50 (average-risk 
patients). Such screening has the 
potential to reveal precancerous lesions 
that may be removed immediately 
(primary prophylaxis) or to facilitate 
CRC diagnosis at an early, curable stage 
(secondary prophylaxis).2 Yet, despite 
these clear benefits, only about 50% of 
eligible Americans are being screened.3

Why aren’t more patients screened? 
Examinations have revealed multiple 
barriers to CRC screening, which 
involve patients, providers, and health 
care systems.4–6 Of these barriers, the 
lack of encouragement on the part of 
providers is particularly troubling.7 
In many cases, such lack of encour-
agement may relate to a situation, 
described by Rothschild and Greaves 
in this issue (see “Colorectal Cancer 
Screening: VA Providers’ Attitudes 
and Practices,” on page 37), in which 
primary care providers do not rou-
tinely recommend their preferred 

CRC screening method, colonoscopy, 
to average-risk patients because of a 
perceived—or real—lack of capacity 
within the health care system to per-
form such tests. While some providers 
respond to this lack of capacity by rec-
ommending screening through the less 
expensive and more readily available 
fecal occult blood test (FOBT), oth-
ers do not because they do not believe 
FOBT offers the same screening value 
as colonoscopy. 

Yet evidence supports a substantial 
and statistically significant reduction in 
colorectal cancer mortality with bien- 
nial FOBT.8 Problems with FOBT’s 
effectiveness usually arise from incor-
rect or inadequate test administration. 
Often, it is performed on a single stool 
specimen obtained in the office during 
a digital rectal exam, rather than on 
three spontaneously passed stool speci-
mens obtained by the patient at home. 
And research has demonstrated a dra-
matic reduction in test accuracy (from 
33% to 5%) when the single office-
obtained sample is used in place of the 
three spontaneously passed samples.8,9 

It is true that many regions of 
the United States—especially rural 
areas—have insufficient endoscopic 
capacity.10–12 Several investigators have 
suggested ways to increase access to 
endoscopic screening, such as training 
more providers (including nurses) to 
perform endoscopic procedures, boost-
ing the number of physicians who 
graduate from medical schools and the 
number of gastroenterologists in train-
ing programs, providing direct access 
to colonoscopy without referrals, and 
limiting colonoscopies to high risk 
populations or individuals who have 
had a positive FOBT result.13–15 Each of 
these approaches holds the potential to 

improve matching of colonoscopy need 
with the ability to provide the test.

Until the capacity problem is 
addressed directly, the situation is 
likely to worsen. CRC is a disease of 
advanced age, and both the veteran 
and general U.S. populations are aging. 
Insufficient screening of the increasing 
number of elderly individuals is likely 
to result in a higher incidence of late-
stage disease, which goes hand-in-hand 
with human pain and suffering as well 
as increased treatment costs. Now is 
the time for health care systems— 
particularly the VHA—to take action  
to alleviate the capacity problem in 
order to fulfill current recommenda-
tions and give each patient the best 
possible chance of avoiding or over-
coming CRC. ●

Author disclosures 
The authors report no actual or potential 
conflicts of interest with regard to this 
editorial.

Disclaimer
The opinions expressed herein are those of 
the authors and do not necessarily reflect 
those of Federal Practitioner, Quadrant 
HealthCom Inc., the U.S. government, 
or any of its agencies. This article may 
discuss unlabeled or investigational use 
of certain drugs. Please review complete 
prescribing information for specific drugs 
or drug combinations—including indica-
tions, contraindications, warnings, and 
adverse effects—before administering 
pharmacologic therapy to patients.

References
1.	  �American Cancer Society. Cancer Facts and Figures 

2008. Atlanta, GA: American Cancer Society, Inc; 
2008. http://www.cancer.org/downloads/STT/2008 
CAFFfinalsecured.pdf. Accessed June 12, 2008.

2.	  �Smith RA, Cokkinides V, Brawley OW. Cancer 
screening in the United States, 2008: A review  
 

Ronda Henry-Tillman, MD and  
Paulette Mehta MD, MPH

Breaking Down Barriers to Colorectal Cancer Screening

Dr. Henry-Tillman is an associate professor in the 
departments of surgery and internal medicine at 
the University of Arkansas for Medical Sciences 
(UAMS), Little Rock. Dr. Mehta is a professor of 
hematology/oncology in the departments of inter-
nal medicine and pediatrics and a member of the 
Winthrop P. Rockefeller Cancer Institute’s Cancer 
Disparity Program, both at the UAMS; a staff phy-
sician at the Central Arkansas Veterans Healthcare 
System, Little Rock; and a member of the Federal 
Practitioner Editorial Advisory Association. 



16  •  FEDERAL PRACTITIONER  •  JULY 2008

Continued from previous page

TRICARE Launches Web-
Based Formulary Access for 
Civilian Providers 
TRICARE announced on June 3 that 
it will allow nonmilitary health care 
providers to access the DoD’s uniform 
formulary through a web-based net-
work. As a result, it said, these pro-
viders will receive more information 
about the DoD pharmacy benefit, fewer 
patients will present nonformulary 
prescriptions to pharmacies, and the 
overall quality of care will be improved. 
The formulary will be made available 
to civilian providers through RxHub 
(Saint Paul, MN), a private provider of 
web-based prescription eligibility, ben-
efit, formulary, and medication history 
information. TRICARE described the 
move as a significant step toward the 
DoD’s goal of working in partnership 
with the electronic prescribing industry, 
as well as toward the “ultimate goal” 
of transmitting prescriptions electroni-
cally. If the latter goal is achieved, all 
TRICARE providers and managed care 
support contractors will be able to 
send prescriptions electronically to all 

dispensing points—including military 
treatment facilities, mail order pharma-
cies, and retail pharmacies. 

House VA Subcommittee 
Reviews New Vet Bills 

On June 23, the House VA Economic 
Opportunity Subcommittee, chaired 
by Rep. Stephanie Herseth Sandlin 
(D-SD), conducted a legislative review 
hearing on eight bills that would 
affect VA benefits—including two that 
involve health care benefits. 

H.R. 2721, introduced by Rep. 
Dennis Cardoza (D-CA), would require 
the VA to develop a CD containing the 
following: explanations of the health, 
education, and other benefits to which 
veterans are entitled; a “comprehen-
sive explanation” of how veterans 
may apply for these benefits; and a 
listing, with contact information, of 
all VA facilities. The DoD would be 
responsible for distributing the disk to 
all members of the armed forces upon 
their discharge or release from active 
duty, and the disk would be available to 

veterans’ family members upon request. 
The bill also would require both the VA 
and the DoD to make the disk’s infor-
mation available over the web.

H.R. 4255, introduced by Rep. 
Robert Filner (D-CA), would allow 
the VA to grant $10 million each year, 
through fiscal year 2012, to the United 
States Olympic Committee (USOC) for 
the committee’s Paralympic Program. 
Since 2005, this program has been 
providing special training and rehabili-
tation to disabled veterans and mem-
bers of the armed forces; it introduces 
them to adaptive sports techniques and 
paralympic sports programs in their 
hometowns. The VA under secretary 
for health would oversee USOC’s use 
of the grants, which would include 
program planning, development, man-
agement, and implementation. Rep. 
Filner said that the bill is intended to 
“enhance the rehabilitation and qual-
ity of life of current severely injured 
service members and veterans and to 
reduce the chance of secondary medi-
cal conditions.” ●
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